
Editorials

On the Future of Applied Smoking Research:
Is It Up in Smoke?

This issue oftheAmenican Journalof
Public Health appropriately focuses on
smoking, the major preventable determi-
nant of disease and death in the United
States. ' Reducing tobacco use is a priority
for national health objectives,2 and pas-
sive smoking is recognized as a health
threat.3,4

Although smoking has consistently
and substantially declined in the United
States during the past 30 years,' the prob-
lem is far from solved. One in six deaths
each year (about 434 000) is attributed to
smoking.5 Nearly one third of all adults in
the United States still smoke and 22%, or
40 million, are expected to be smokers in
the year 2000.6 The economically disad-
vantaged are more likely to smoke than
those more advantaged, and in recent years
smoking has declined less among women
than among men.' More than 3000 new
smokers are recruited each day, and since
1980 the smoking prevalence amongyoung
people has remained about the same.'

Applied research on smoking is es-
sential for developing effective smoking-
reduction programs and policies and to
evaluate their effects. Is the necessary ap-
plied research being conducted? I am con-
cemed that there is no national program of
applied smoking research to address the
broad array of research questions that
must be answered to meet the national
obligation to reduce smoking. Before elab-
orating on this problem and before offer-
ing suggestions for its solution, I define the
types of research I have in mind.

The purpose of applied public health
research is to inform programs and poli-
cies ("interventions"). The two types of
applied research considered here are eti-
ological studies and evaluations. Etiolog-
ical studies provide the information nec-

essary to make inferences about causality.

What causes people to smoke, or why, are
fundamental questions of etiological re-
search. Knowledge of assumed causes in-
forms interventions. The second type,
evaluation research, addresses whether
and why interventions have the intended
effects. Is smoking reduced by the inter-
vention and, if so, why and under what
conditions? Both etiological and evalua-
tion studies use quantitative research
methods, range from small to large, and
vary by how much is known about the
problem being addressed.

Fortunately, we know quite a bit
about the etiology of smoking and have
identified some interventions that work.
For example, we know that adults with
less education are much more likely to
smoke than those with more education.'
The most consistent and powerful predic-
tor of whether adolescents smoke is
whether their friends smoke.7 School-
based curricula can delay the onset of
smoking and physicians can reduce smok-
ing by their patients.8'9 More generaliza-
tions could be added to these.

However, more applied studies are
needed. Etiological studies leave much of
the variance in smoking unexplained,
even when all the variables we consider
relevant are included and when both bio-
chemical and self-report measures of
smoking are used. The reasons for the link
between educational background and
smoking among adults have not been em-
pirically established; knowing them could
provide important clues on how to most

effectively reduce smoking. The finding
that adolescents are more likely to smoke
if their friends smoke has been used to

justify smoking prevention programs that
emphasize peer pressure resistance; how-
ever, ifthe propensity for friends to smoke
is explained by friend selection rather than
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by friend influence, as has been suggest-
ed,10 then the rationale for the peer pres-
sure resistance component weakens.

Seventy-five percent of school drop-
outs smoke,11 andwe do not knowwhat to
do about it. We know little about how
smoking norms emerge during preadoles-
cence and how families and institutional
policies influence smoking. The social and
psychological determinants ofexposure to
environmental tobacco smoke have re-
ceived little study. The list of needed re-
search could go on, but the point would
remain: many more questions need to be
addressed by etiological research if inter-
ventions are to be adequately informed.

Have all the needed evaluation stud-
ies been conducted? We do not know the
components of school-based programs
that influence adolescent smoking or
whether combinations ofcomponents can
produce relatively large effects. Such
knowledge could yield more cost-effective
interventions. The effects of school pro-
grams decay before the students gradu-
ate.1l23 Indeed, no intervention that de-
lays smoking onset past adolescence has
been identified. Perhaps more durable ef-
fects require other types of interventions,
such as programs delivered to families or
policies that regulate smoking. But rela-
tively few of these new approaches have
been studied. And there have been few
evaluations of interventions implemented
to reduce exposure to environmental to-
bacco smoke. Little research has been
conducted on how to disseminate and in-
stitutionalize programs known to work.
Most existing interventions, and the inno-
vative ones of the future, remain to be
assessed by evaluation research.

Applied smoking research is in prog-
ress. The easiest to identify is the Com-
munity Intervention Trial for Smoking
Cessation (COMMIT)14 funded by the
National Cancer Institute (NCI). It in-
volves 11 pairs of treatment and control
sites throughout the United States and
Canada. COMMIT should answer impor-
tant questions, but it does not represent a
broad program of applied smoking re-
search; it evaluates one mode of interven-
tion, prevention ofsmoking onset is ofmi-
nor interest, and etiological research is not
emphasized. Similarly, other current ac-
tivities that involve smoking do not com-
pletely satisfy the need. Three large-scale
evaluations of community programs
funded by the National Heart, Lung and
Blood Institute (NH1LBI) include smoking
as one of multiple risk factors;15-17 the
studies evaluate only one approach to in-
tervention, etiology is not emphasized,

and the focus on multiple risk factors may
dilute attention to smoking. NHLBI also
funds (a) the Child and Adolescent Trial
for Cardiovascular Health (CATCH),
which investigates the influence of a
school-based program on eating habits,
physical activity, and smoking18 and (b)
the Lung Health Study, which evaluates
the effect of a smoking cessation program
on smoking and respiratory disease.19 The
National Institute on Drug Abuse funds
etiological and evaluation studies of drug
use, but investigators are expected to in-
clude other drugswhen studying smoking.
Such inclusions are inappropriate for
some important research questions and
can reduce attention to smoking behavior.
These and other federal agencies as well
as private organizations fund programs
and individual studies with smoking as a
primary or secondary interest, but not as
part of a larger program of applied smok-
ing research.

To be sure, we will learn a great deal
from studies in progress, but they neither
individually nor collectively address the
broad array of applied research questions
that require attention. A federal organiza-
tionwith apnmary focus on research, such
as the National Institutes of Health, with
close and continued involvement of per-
sons outside the federalgovermment, needs
to be designated to take the leadership role
in organizing and implementing a continu-
ingprogram of applied smoling research.20
Only the federal government has the re-
sources to address this national public
health problem. A wide range of research
questions should be addressed. The pro-
gram should feature genuinely collabora-
tive relationships among organizations,
researchers, and practitioners. To accom-
plish this, mechanisms for frequent inter-
action within and among groups of re-
searchers and practitioners are essential.
Procedures for peer review of research
proposals, with study sections consisting
of persons doing applied research who
have expertise in smoking, need to be es-
tablished. Funding levels should be con-
gruent with the magnitude of the problem.
The application of research findings, with
adequate time and resources for appropri-
ate translation of research findings into in-
terventions, should be given special atten-
tion.

Some features of the former Smok-
ing, Tobacco, and Cancer Program
(STCP) of NCI, the largest organized ef-
fort on applied smoking research to date,
should be considered for this program.21
The STCP involved experts from through-
out the United States in the identification

of priority areas for a grants program to
fund rigorous evaluation studies that could
be broadly disseminated if found to be
effective. Large-scale evaluation studies
survived careful peer review. The re-
search informed COMMIT, and their
main findings are now being reported.

A key ingredient of the STCPwas the
close collaboration between researchers
from different research projects, the grant-
ing agencies, and practitioners responsible
for policy formulation and program imple-
mentation. Grantees were expected to at-
tend at least two workshops organized by
NCI each year. The workshops, which of-
ten included practitioners and consultants,
were small to facilitate close and continu-
ing collaborative relationships. Na was
well informed about the studies as they
progressed, as was necessary to optimize
their contribution to COMMiT and other
programs. The collaborative environment
fostered accomplishments that otherwise
would not have occurred. For example, is-
sues of majorjournals were devoted to de-
tailed descriptions of the interventions be-
ing evaluated,22 the first meaningful
comparison of adolescent smokeless to-
bacco use in populations throughout the
United States was made,23 consensus re-
ports on key ingredients for interventions
were published,24'25 and intervention
guidelines were developed.26-28 These
products contrast sharply with those from
the more isolated model that characterizes
most research.

A national program also should con-
sider features ofthe exemplary University
of California Tobacco-Related Disease
Research Program. With annual revenues
of $30 million from cigarette taxes consti-
tutionally earmarked for research, the
program funds a broad array of studies on
tobacco in California.29 Funded studies
survive rigorous peer review by experts
who conduct applied smoking research.
Researchers and practitioners advise the
program.

Many procedures and topics will re-
quire open and frank discussion for a suc-
cessful national program. The topics to be
discussed include the following: (1) iden-
tification ofthe appropriate federal agency
to coordinate the program; (2) mecha-
nisms to assure close collaboration of re-
searchers across institutions, between re-
searchers and practitioners, and with the
federal sponsor; (3) the relative emphasis
of etiological and evaluation research; (4)
the distribution of resources across stud-
ies of smoking cessation and onset pre-
vention; (5) individual versus collective
determination of study areas to be empha-
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sized;30 (6) the mix of single-problem stud-
ies conducted by multiple groups of re-
searchers with studies conducted by
individual researchers across a broader ar-
ray of research questions; (7) preferred
types of funding mechanisms, such as
grants, collaborative agreements, or con-
tracts; (8) the need to have grants re-
viewed by study sections composed of
persons involved in applied research; (9)
criteria to determine when research find-
ings are ready for application;31 (10) ways
to translate research findings into inter-
ventions and the roles of researcher and
practitioner in this process; (11) criteria for
determining when areas have received
sufficient research attention; and (12) pro-
cedures to assess the progress of the re-
search program. The agenda would be full
and the discussion lively.

It is time to match the national com-
mitment to smoking reduction with a na-
tional commitment to a broad program of
applied smoking research. O

Karl E. Bawman, PhD

Requests for reprints should be sent to Karl E.
Bauman, PhD, Department ofHealth Behavior
and Health Education, School ofPublic Health,
The University of North Carolina at Chapel
Hill, Chapel Hill, NC 27599.
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